Objective: Fear of childbirth is a well-known problem affecting women's wellbeing and health. The prevalence of intense fear varies across countries from 4.8 to 14.8%. During the past 25 years in Sweden women with intense fear of childbirth have been offered counselling at specialised clinics staffed by midwives. Although the counselling demonstrates positive results, the training, education, supervision and organisation differ between clinics. It is still unclear which approaches and practices are the most beneficial. The aim was to explore and describe the counselling of women with intense fear of childbirth from the viewpoint of midwives who provide counselling in specialised fear of childbirth clinics in one region of Sweden. Methods: A qualitative study of 13 midwives using focus group interviews and inductive content analysis. Results: The midwives' counselling of women with intense fear of childbirth is described as 'striving to create a safe place for exploring fear of childbirth', comprising the following categories: Providing a reliable relationship; Investigating previous and present fears; and A strong dedication to the women. Conclusion: Although there are no guidelines for the counselling the midwives described similar frameworks. Some approaches were general, while others were specific and related to the individual woman's parity. The midwives achieved professional and personal development through counselling experiences. The findings add to the existing literature on counselling and can be used to inform the development of midwife-led interventions for women with intense fear of childbirth and previous traumatic births, as well as for the formal education of midwives.
Introduction
Fear of childbirth (FOC) affects women's wellbeing and health [1] and is an important reason for the increasing number of requests for and rates of caesarean section (CS) in Europe, Australia and the United States [2, 3] . There are inconsistencies in the tools used for measuring FOC, reflecting the problems in defining women's FOC [4] . When measured in the same way, the prevalence of intense FOC varies from 4.8% in Australia [5] to 6.3% in Belgium and 14.8% in Sweden [6] . Intense FOC is usually described as a fear that influences women's daily life [7, 8] . Fear occurring before a woman's first childbirth is described as primary FOC [9] , while secondary FOC is often related to previous birth experiences [9] [10] [11] [12] . According to a recent systematic review, the strongest predictor of FOC is a previous negative or traumatic birth experience and operative birth [13] . A study from Sweden [1] found that women with intense FOC had a higher rate of sick leave and made more health care visits during pregnancy and the postpartum period than those with low levels of FOC. They also stayed longer in the labour ward and had more complicated childbirths, including higher rates of planned CS [1] .
The number of randomised controlled trials (RCT) conducted on different prenatal FOC interventions [14, 15] is limited. However, some interventions have demonstrated positive effects on women's FOC [15] , including one study from Finland on individual cognitive-behavioural therapy (CBT) led by an obstetrician [16] and one study from Australia on telephone counselling provided by midwives who had training in psychoeducation [17] . The Australian study also indicated other benefits for women, such as a reduction in overall CS rates and a preference for vaginal birth in their next pregnancy [18] . Other examples of interventions showing a positive effect on women's fear [15] are prenatal childbirth education [19] , an education course at the hospital [20] and prenatal yoga [21] . Moreover, a specific counselling model for postpartum women who experienced a traumatic birth [22] has also shown promising results [23] . Available studies seem to indicate that different forms of counselling reduce FOC and although consensus on the best treatment for women has not yet been achieved, the studies are not contradictory.
As all maternity care in Sweden is state funded (except for home birth), almost all pregnant women avail of it. Traditionally, midwives in Sweden have an independent role and are responsible for care during pregnancy and labour. If complications occur, obstetricians take over the responsibility, although midwives still play an active part in the care. For the past 25 years, FOC clinics have been introduced at most hospital labour wards in Sweden [24] . These FOC clinics provide counselling by midwives and obstetricians for women with intense FOC [24, 25] , including women who request a CS without medical reasons. Women in Sweden are not entitled to have a planned CS without medical reasons, which does not include intense or phobic FOC [26] . Before obstetricians make the final decision about CS they must fulfil the following requirement; the woman has been offered and/or received supportive counselling and information about the short and long-term consequences of CS [26] . Studies have demonstrated that women are generally satisfied with the counselling received and about half withdrew their request for CS afterwards [24, 25, 27, 28] . Women also describe the counselling as increasing their confidence in giving birth through the support from the midwife and that receiving information and knowledge made them feel safer, which had a positive impact on their birth experience [29] . Midwives at antenatal clinics considered the FOC clinics valuable resources when caring for women with FOC [30] . Midwives at labour wards experienced the care of women with FOC as demanding [31] and expressed a desire for more knowledge of the condition [30] . In a national survey, Larsson et al. [32] found that FOC clinics provided various forms of care and were organised in different ways. The education and supervision of staff also differed. Although midwives working at FOC clinics have gained much experience over the years, their counselling has not yet been explored and described in qualitative studies, particularly in terms of useful methods, strategies, challenges and content.
In summary, most women suffering from intense FOC in Sweden are referred to FOC clinics. Women are generally satisfied with the counselling provided, resulting in many withdrawing their request for CS. However, studies demonstrate that the training, supervision and organisation of midwife counsellors vary between FOC clinics. In addition, research is limited on the content of the counselling and the factors leading to positive changes. It is still unclear which approaches and practices are the most beneficial. Studies exploring the counselling provided by midwives can add to the knowledge of how to approach and support women with intense FOC. It is time to gather information from experienced midwife counsellors before they retire by asking them to describe their counselling sessions, challenges and which components they consider important. Therefore, the aim of this study was to explore and describe the counselling of women with intense FOC from the viewpoint of midwives who provide counselling in FOC clinics in one region of Sweden.
Method
In this qualitative study, focus group interviews were used to collect data [33] , which were analysed by means of an inductive approach to qualitative content analysis [34] , a method considered appropriate when little is known about the research subject [35] . Content analysis has a long history in both quantitative and qualitative research and has been developed as a qualitative method for analysing textual data in health research [36] .
Setting and participants
The interviews were conducted in a region of southern Sweden. Following our request, the managers of four FOC clinics chose participants with long experience as midwives who provided counselling and worked at a labour ward. The midwives' work experience ranged from 8 to 41 years. Their experience in the area of counselling averaged 8 years, ranging from 6 months to 20 years. The midwives generally worked at FOC clinics for 23.5 h a month, ranging from 8 to 64 h a month. They usually counselled women with intense FOC on two or three occasions and the women's partners were welcome to attend. About two thirds of the women sought counselling due to fear after previous negative childbirth experiences. Moreover, the midwives had different levels of special education in counselling, most commonly some training in CBT and motivational interviewing. All participants took part in regular group supervision.
Data collection
Data were collected by means of four focus group interviews, each with two to five participants, during May and June 2015. The region has four hospitals (including one university hospital], which together handle approximately 18,800 births annually [37] and all have FOC clinics. Midwives from all four hospitals were represented, but not in each focus group interview. The first three interviews took place at a conference room in a neutral location with participants from three of the hospitals. Due to a busy work schedule, the final interview only involved participants from the fourth hospital, who were interviewed at their work place.
During the first three interviews, an observer (a midwife with focus group experience) was responsible for the audio recording and asked follow-up questions when necessary. In a presentation before the interview, the roles of the interviewer and the observer were explained and information about the study was provided. The interviews were audio recorded and lasted between 83 and 113 min. Three research questions were posed during all interviews: (1) 'Can you please describe a typical counselling session?' (follow-up questions concerned structure and content); (2) 'What do you think are the most effective components of counselling?' (follow-up questions concerned requirements for change to occur); and (3) 'Can you please describe emotional encounters with women?' (follow-up questions concerned what was easy/ difficult).
Data analysis
Data were analysed using the content analysis method described by Elo and Kyngäs [34] , which permits an inductive approach in which categories are directly suggested by the data without the use of theory. The interviews were transcribed verbatim and then analysed through a process of identifying the units of analysis, open coding, creating categories and abstracting [34] .
The data analysis started with a thorough reading of the transcribed interview text as a whole. Next, labels and headings describing each unit of analysis (portions of the interview texts that answered any of the three research questions) were written in the margins. These headings were then entered into coding sheets, compared and grouped together based on their similarities. Content that belonged together was grouped and re-grouped until no further merging under a higher-order heading (abstraction) was possible. Eventually, a main category and three categories based on subcategories were identified from the data.
Ethical considerations
The study was carried out in accordance with the Code of Ethics set out in the Declaration of Helsinki. Permission to carry out the study was obtained from the heads of the obstetrics and gyneacology departments at the participating hospitals. Ethical approval was granted by the Regional Ethical Review Board, Gothenburg (2015-03-19, No. 148-15) . Permission to conduct and audio-record the interviews was received in writing (consent form) from each participant. The participants were also guaranteed, both verbally and in writing, that all information would be treated confidentially and that they could withdraw from the study at any time without the need to give a reason.
Results
Several midwives stated that it was difficult to describe a typical counselling session. Nevertheless, a common framework emerged from their descriptions. The following theme, categories and subcategories were identified.
The midwives' counselling of women with intense FOC at FOC clinics was described in the theme 'Striving to create a safe place for exploring fear of childbirth'. This meant that despite the sometimes challenging circumstances, the midwives were dedicated in their attempt to achieve a mutual dialogue and a trusting relationship in an atmosphere where the women felt safe and free to examine previous and present fears together with them.
The following categories; Providing a reliable relationship, Investigating previous and present fears and A strong dedication to the women are described with their respective subcategories and illustrated by quotations (see Fig. 1 ).
Providing a reliable relationship
The midwives tried to provide a reliable relationship by means of the strategies described in the subcategories below.
Creating security and a trusting relationship by means of clarity and openness
The midwives clarified the framework early in the first session, including confidentiality, documentation in the medical record and the time frame (one hour). The most common strategy during this session was to encourage the women to speak freely about their fears. The midwives experienced that most women had no problem opening up during the sessions, but a few found it difficult. The midwives summarised what the women had said, which prevented misunderstandings and created consensus. The midwives emphasised that it was necessary to listen respectfully. Many women expressed that it felt good to talk to someone who was non-judgemental and not directly involved. The midwives confirmed the women's experience by saying: "I hear you and I can see that this is hard for you". It was vital to have sufficient time and focus on each woman's story.
"The main thing is that on some level they feel: 'I can trust you as a midwife'."
Several midwives described observing visual changes in the women's bodies during counselling, for example a woman who was tense and worried when she arrived went home relaxed. The midwives hoped that once the women felt that they could communicate with and trust the midwife, they would be willing to transfer this trust to the midwives at the labour ward. If the women had not received appropriate care at the previous birth, the midwives confirmed this and apologised, which might serve as a form of atonement for the women.
"She had been rejected on the phone, she had been so lonely, so vulnerable. (…) She came anyway when she felt that she needed help, but the staff had no time for her, (…) someone just quickly checked on her from time to time. And when I said: 'I'm so sorry, you really didn't get what you needed, that was really bad care', it was exactly what she needed. (…) She had felt guilty that she couldn't keep herself together and manage at home until a bed was available."
The midwives also mentioned difficulties in building a trusting relationship. This was most clearly articulated in relation to women with a strong desire for a CS as well as those who expressed their fear by anger. The midwives avoided entering into a verbal battle as it might be difficult to find the appropriate words to diffuse the situation.
"So it doesn't turn into a fight, because when you have a fight in your room, it will never work. Somehow we must find a way to connect to this woman."
The midwives had different views about their part in the decisionmaking process regarding the mode of birth. Some considered that the fact that women had no right to choose a CS made it vital to ensure that each woman understood and accepted this situation. Others thought that they helped the women to take a decision by providing information about the benefits and disadvantages but at the same time tried not to put pressure on them. Even if their own view was that a vaginal birth Fig. 1 . Results: theme, categories and subcategories.
would be best for mother and child, they also acknowledged that a CS was a better alternative for some women and arranged appointments with obstetricians to discuss CS when necessary.
"I have had some who were approved for a CS and they were so happy and so present in that situation, expressing that they had had a lovely experience. (…) I am just as happy about those who have given birth in that way."
Other difficulties involved women who avoided talking about their fear or partners who took over and spoke on their behalf.
"(…) he leaned back and put his arms like this and said 'Now you listen to me …' and when that happens I get so terribly provoked that I have to breathe really hard and try to talk in a calm manner. It was exactly the same type of man who said: 'But honestly, isn't giving birth vaginally very out of date?'."
Providing knowledge, inspiring hope and strengthening the women
The midwives became more active in the subsequent phases of the counselling session. Providing individualised information was considered a powerful component. They emphasised that they conveyed knowledge based on facts and felt that their work at the labour ward made them appear trustworthy. The midwives stressed that it was essential for the women to believe that they could give birth vaginally. For parous women who felt that they had failed to give birth normally because they had required a vacuum extraction or emergency CS, the midwives tried to change that notion by explaining that a previous birth led to physical advantages when giving birth again and by providing information about the success rate of vaginal birth after a previous CS. They assured the women that the next birth would be different. "I say: 'You are in great condition and will receive help' and so many listen to what I say (…) we must be able to help them regain hope."
The midwives considered the staff shortage within labour wards as one reason for FOC. The women's fear of not having all the help and support they needed was shared by the midwives, which represented a dilemma, as they knew how difficult the situation could be at the labour ward. Nevertheless, they had to build trust and help the women overcome their fear.
"If only I could really promise her that we will take care of her and be there for her all the time. But I can't. I believe that is one huge reason why women are afraid."
Openly discussing alternatives and formulating a birth plan During the last counselling session, the women and the midwives discussed alternatives and formulated a birth plan, which consisted of a short background and what the women needed and wished for during the birth. Some things were general, such as the provision of information, while others were more specific, such as the need for an early epidural. The midwives considered the birth plan important for the women, as documenting what had been agreed made them feel safe and reduced their anxiety.
"For them to read it actually works very well. It's like a summary of all our sessions, it's the conclusion. I want the patient to agree with what I have written."
The midwives wanted to have a follow-up meeting or telephone call after the birth to talk about the women's birth experiences, but they had limited time for this. Even at this stage the midwives made efforts to strengthen the women's belief in themselves and their ability.
Investigating previous and present fears
The most common way of working with both nulliparous and parous women was counselling sessions in combination with visits to the labour ward. However, the content of the counselling differed in accordance with the women's parity, which is described in the following two subcategories.
Enabling the women's notions to match the reality
The midwives stated that it was more difficult to counsel women who were expecting their first baby. Nulliparous women were encouraged to relate what they had heard from others, both "horror births" and "perfect ones". The counselling enabled them to pinpoint their fears and compare them with the reality. Some women who were unable to express their fears were advised to consult a psychologist. The midwives provided information about the birthing process and helped the women to develop realistic thoughts about giving birth. Several women were perceived as putting a great deal of pressure on themselves to manage the birth and not embarrass themselves.
Some women had frightening visions about the labour ward looking like a slaughterhouse. Visiting a labour room was beneficial because they could see that their fearful visions did not match the reality. Moreover, meeting a kind and welcoming midwife during the visit could make a huge difference.
Enabling the women to put their previous birth experience in the present context
The most common reasons for parous women to require counselling were previous prolonged births and negative experiences of encounters with staff, e.g., not being listened to or seen as an object. Other reasons were being shocked by their own reactions or behaviours or frightened by adverse events (e.g., vacuum extraction, the baby being unwell) during a previous birth. The midwives considered that both external and internal factors influenced how the women experienced the childbirth. What was objectively deemed an "easy" birth could be experienced as the worst thing that had ever happened.
Although the women were afraid, many wanted help to dare give birth again. The fear mostly concerned having the same experience as on the previous occasion. The midwives said that for a substantial change to occur in parous women, they needed to understand what had happened and why. The midwives described the following stages: allowing the women to describe the previous birth in their own words, reading through the medical record of the previous birth together, normalising the situation, strengthening the women and eventually using their previous birth experience to plan the next birth.
The first session was devoted to the previous birth experience. The midwives believed it had a healing effect for the women to put their thoughts and feelings into words and have them confirmed. It often elicited strong emotional reactions and many women cried. Some had never spoken about their previous birth experience before.
"One woman said after her first appointment: 'I was totally spent after our last meeting, I couldn't go to work, I went to bed, it was so exhausting'."
Reading the medical record from the previous birth together was seen as extremely beneficial. The midwife suggested possible explanations and corrected misunderstandings, while again confirming the women's experience. The expectant mothers obtained answers and felt relieved afterwards.
The midwives tried to alter the women's negative feelings about the previous childbirth, partly by strengthening their self-confidence and partly by normalising the situation. Many women felt they had failed and some felt so bad for a long time afterwards that they even experienced difficulty attaching to their baby. Women with traumatic childbirth experiences were encouraged to visit the labour ward before giving birth again to understand and accept what had happened. Some recalled how difficult it had been and started to cry, while others realised that it was not as distressing as they had imagined. The writing of a birth plan was vital for the women.
A strong dedication to the women
The midwives were very dedicated to the women. It seemed as if they invested emotionally in them and often thought about 'their' women. The midwives revealed positive and negative experiences from their counselling work, both professionally and in their relationship with the women and in their collaboration with other midwives and obstetricians at the labour ward, which are described in the following two subcategories.
Dedication that is rewarding
The midwives emphasised how the work at the labour ward and the FOC clinic cross fertilised each other and made them more skilled. The counselling helped them to understand the importance of communication and information. They learned how words could be perceived and became aware of how the couple read the staff at the labour ward and therefore took care when informing them.
The midwives expressed satisfaction at seeing the women grow mentally, both during counselling and in the birthing room. It was described as fantastic when women with a previous traumatic birth experience had a positive experience and felt healed and whole again. The midwives also received positive feedback from the women.
"You want it to be good for the other person and then you get so much in return. It's some kind of magnificent feeling, a win-win-situation really."
A reason for the midwives working at the FOC clinic was the close encounters. One midwife said: "It's very exciting, you never know at the first counselling session what the journey will be like". They learned about people, how they thought, experienced things and handled their lives. It gave them so much in return and broadened their horizons. Counselling was also seen as a way of developing oneself. One midwife said that it had taught her the finishing touches of midwifery.
"This is a part of some kind of process I think, if you look at how you were as a new midwife or nurse. Then you wanted to have the technical skills, to be good at inserting a needle (…). That no longer makes me feel proud, instead the most important thing in midwifery is these personal encounters with women and their partners."
The midwives also described boundaries to their dedication. A principle was not to attend to women during labour who they had encountered in counselling. The midwives did not want to feel personally responsible for them during the birth. Instead, they wished to strengthen the women by building their trust in all staff at the labour ward. Another reason was that the counselling midwife would have to be there for the women afterwards and remain objective, which could be difficult if responsible during the birth.
The midwives considered that an important part of their work was to convey the knowledge they had obtained from the women to their colleagues at the labour ward in order to support them when encountering women who are afraid of giving birth naturally. In addition, they wanted the organisation to make better use of their unique knowledge, for example by developing the care based on the women's narratives.
Dedication that drains energy and requires support
The midwives described several energy-draining events at the labour ward. Their counselling experience made them more prone to arguing with the doctor in charge in an effort to obtain authorisation for a CS for women with a prolonged labour. It could also make them more concerned when there was a shortage of staff, as the midwives knew the negative effects of leaving women on their own for too long. Additionally, talking to colleagues who had deviated from a woman's birth plan, or who considered the time spent on counselling, which they called "luxury care", as unfair to the other women in the labour ward, also drained their energy.
"We [become] some kind of advocate for these women and sometimes you have to stand up to a doctor and some strict colleagues. That is an emotionally energy-draining part of it." Some midwives described feeling isolated. Discussions with colleagues were an important form of support, although they did not have much time for them. Most midwives worked alone on their counselling days and there were no regional meetings, despite their expressed wish for an opportunity to exchange experiences and develop their work. Group supervision was seen as highly beneficial and one midwife stated that "a good supervisor is worth her/his weight in gold". Supervision helped the midwives to handle difficult cases as well as constituting an educational component that enabled them to better understand and meet the various needs of women with FOC.
Discussion
The aim of this qualitative study was to explore and describe the counselling of women with intense fear of childbirth from the viewpoint of midwives who provide counselling in fear of childbirth clinics in one region of Sweden. The midwives revealed that they strived to create a safe place for women to explore and discuss their fears. This striving can be related to midwives' efforts during labour and birth to create a sanctuary-like environment where birthing women can feel safe and secure [38] . Such efforts can be a way to compensate for the previous experiences of many women who suffer from secondary FOC due to feeling unsafe during an earlier birth and experiencing the staff as uncaring [39] . Instead, maternity care providers should critically evaluate their care and attempt to identify iatrogenic factors that cause FOC in women during labour and birth [11, 40, 41] , which also is in line with the wish from the midwives in our study to develop the maternity care based on the women's birth experiences.
The category Providing a reliable relationship revealed the general characteristics of counselling, in particular how the structure and professional relationship between the midwife and the woman can enable emotional processing. Presenting a framework early in the first session is a way of demonstrating that one is a confident and responsible leader, which enables the other to relax and reflect [42] . The midwives described that when some women were initially tense or aggressive, they tried to create a calm atmosphere by means of body language. This is in line with the low arousal approach described by McDonnell [43] , which is intended to help professionals create a caring environment that reduces stress and challenging behaviour by being aware of how nonverbal cues can promote de-escalating behaviour [43] . An important part of recovery from suffering is the hope that the future will be better [44] . Although the midwives were aware of the necessity of inspiring hope in parous women that their next birth would be a better experience, they were nevertheless surprised at how strongly their words and experience instilled hope in them and influenced them positively. The midwives functioned as an other-oriented hope until the women dared to sense it themselves [44] .
The category Investigating previous and present fears revealed that the characteristics of the counselling content were adapted to the woman's parity. The FOC clinics in our study accounted for 16.5% of all births in Sweden in 2015 [45] . A national survey of midwife-led counselling at 43 of the 45 FOC clinics in Sweden [32] found similar counselling strategies to those described by the midwives in our study, for instance reviewing medical records together with the women, strengthening their belief in themselves and their ability to give birth, visiting the labour ward and writing a birth plan. The midwives in our study also gave a detailed description of how and when they used such strategies. The counselling content and strategies employed by the midwives are similar to the telephone counselling provided by midwives in Australia [17, 18] . In addition to the above-mentioned strategies, the key elements of the counselling include emphasis on the relationship between the woman and the midwife, support to examine the origin of the women's fear, reconcile any impact from a previous birth experience, providing information about birth options and developing strategies to facilitate a positive birth experience, irrespective of the ultimate mode of birth. These types of conversation with women suffering from FOC are described as "building childbirth resilience" [22, 23, 46] and have been tested in two RCTs with positive results [15, 17] . Our findings add to the existing literature on counselling women with FOC and/or women with previous negative and traumatic births. However, FOC is a complex phenomenon [13] , making it difficult to determine which strategies are most effective for each individual woman. Studies show that although FOC counselling improved women's emotional well-being and reduced their demand for planned CS, no clear effects on women's fear have yet been verified [24, 27, 29, 47] .
Another finding worth highlighting was the experienced midwives' counselling strategies despite differences in their formal education on FOC and its treatment. For example, the participants described the essence of humanistic psychology when emphasising acceptance, empathy and congruence as the pillars of professional relationships [48] . Additionally, the midwives mentioned common CBT strategies, such as posing questions that made the women reflect and exposing them to frightening situations (e.g., visiting the labour ward) to diminish their fear [49] .
The category A strong dedication to the women revealed how rewarding the midwives found the counselling, although some aspects of it could drain their energy. It can be assumed that their dedication is noted by the women and may help the latter to build trust and hope in the midwife. The midwives described how the counselling motivated them to continue working at the FOC clinics, gaining experience and achieving professional and personal knowledge and growth, despite the sometimes demanding work situation. Moreover, energy-draining circumstances were when the midwives were confronted with conflicts between different belief systems [50] and different ideologies pertaining to their care for women [51] ; should they be "with the woman" or "with the institution"? The midwives described a more woman focused approach in the counselling sessions where they let the individual woman's needs guide the care. This was in contrast to their work at the labour ward, where the demands from obstetricians and other colleagues required a more institutional approach and forced them to adhere to the general rules and guidelines of the institution in a workplace culture that hindered them from being "with the woman" [51, 52] . Our results indicate a lack of woman focused models to guide midwife counselling and care for women with FOC not only during counselling but also during labour and birth. One survey of Swedish midwives [53] found that as many as one third reported some kind of burnout related to stressful work environments characterised by staff shortages and thus not related to the care of the women [53] . Regular meetings with colleagues provide midwife counsellors with an opportunity to both share their knowledge and receive support, which together with supervision are important contributors to midwives' workplace resilience [54, 55] . Furthermore, new midwife counsellors should benefit from the experience of their longer serving colleagues and not have to make the same mistakes as the latter did in their early days of their professional career. We hope that the findings of our study can be used as components in a future educational programme for midwives who provide counselling.
Method discussion
To the authors' knowledge, the present study is the first to explore and describe the counselling of women with intense FOC from the viewpoint of midwives in FOC clinics in one region of Sweden. Qualitative research questions were appropriate, as both FOC and midwives' care of women with such fear are complex issues. The three research questions were asked in the same order in all four focus group interviews. The participants were more than willing to reflect and communicate their knowledge. Thanks to the richness of the collected data, the sample size was sufficient to achieve saturation [56] .
The interviewer worked at an obstetrics and gyneacology department in the region and had supervised some of the participating midwives. She also knew women with FOC through her profession as a psychologist, which made her familiar with FOC counselling. However, in her role as interviewer she attempted to be objective and keep an open mind in order to allow new knowledge to emerge. Previously unreported differences in midwives' prerequisites, collaboration and thoughts about their counselling role were described. The interviewer encouraged everyone in the focus groups to be active. She also tried to make all participants feel respected for their work, especially when differences arose.
To ensure the study's trustworthiness and validity we tried to describe the whole research process in a transparent way [56, 57] . The trustworthiness of a study is about the extent of the researchers' confidence in their data [56] . Among other things, this concerns whether the participants' views and experiences have been described authentically with clarity and integrity [57] . As already mentioned, the same three research questions were posed by the interviewer in identical order in all four focus group interviews, while remaining open to the research topic and showing respect for the participants' integrity. The midwives willingly reflected on and communicated their experiences and views. The entire data analysis process was conducted in accordance with the method by Elo and Kyngäs [34] . The present authors were both involved in this process, participating in critical and reflective discussions on the content and tentative categories. The theme and the categories were described with the intention of capturing the midwives' descriptions of their counselling as clearly as possible. Moreover, when interpreting qualitative research findings, the studied context should be considered in relation to transferability to other contexts [34] . To facilitate transferability we attempted to carefully describe the context of the study.
The strength of the present study was the midwives' thorough descriptions of how they counselled women suffering from intense FOC, their own emotional reactions as well as their thoughts about what was beneficial. The limitations include the interviewer's previous supervision of some of the participating midwives. A few midwives might have felt observed and therefore not free to share their thoughts. On the other hand, this situation may have affected them in a positive way and created a sense of familiarity, resulting in rich, varied data. However, no differences in the data related to these potential circumstances were found. Another limitation was the use of data from only one region; however, the region in question includes nearly 20% of all women who gave birth in Sweden in 2015 [37] .
Conclusion
Although there are no guidelines for midwives who counsel women with FOC, the midwives in our study described similar counselling approaches and strategies. Some were general, while others were specifically related to the individual woman's parity. The findings add to existing literature on counselling for women with FOC and previous negative and traumatic births. The midwives achieved professional and personal development through their counselling experiences. However, they also described conflicts related to different ideologies of care, indicating a lack of woman focused care models to guide them when caring for women with FOC. The result can be used to inform the development of midwife-led interventions for women with FOC as well as in the formal education of midwives.
Recommendations for future research
Recommendations for future research are to explore more deeply how FOC counselling affects midwives. In addition, researchers should develop and test interventions based on midwife-led counselling for women with FOC. Finally, research is needed on how formal, evidencebased education of midwives enhances their knowledge, strategies, approaches and well-being as well as the impact of such education on women with intense FOC.
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